multiple treatment, 90% receiving a diuretic, 35% methyldopa, 33% propranolol, 18% atenolol, 9% hydrallazine, and 7% bethanidine. They were randomly allocated to either two years of further hospital outpatient care or referred back to their general practitioners.
During the two years 19 (10%) of the 187 patients followed up in hospital defaulted and three had their treatment discontinued. Twelve (6%) of the 189 followed up by their general practitioners defaulted from followup and nine had their treatment discontinued. At the end of the trial the average lying blood pressure was 148 mm Hg systolic and 88 mm Hg diastolic in the hospital group and 149 mm Hg systolic and 90 mm Hg diastolic in the general practice group. The change in blood pressure was calculated for each individual and showed an average fall of 16 mm Hg in standing diastolic pressure in the hospital group and a rise of 14 mm Hg in the general practice group (p <0 05). The 90% confidence limits for a difference in standing diastolic pressure between the groups were 1 and 5 mm Hg with the pressure lower in the hospital group.
General practice care was not quite as effective in controlling blood pressure as continued specialist supervision over two years in this selected group of treated outpatients with mild or moderate hypertension, but Introduction It is important to determine whether or not patients receiving antihypertensive medication need to be followed in a specialist hospital-based outpatient clinic or whether they can be discharged to the care of their general practitioner. A recent survey found that general practitioners tend to use as wide a range of antihypertensive drugs as the hospital based clinics but use these agents in smaller doses and thus achieve less good blood pressure control.' When good blood pressure control is obtained in a hospital clinic, however, the general practitioners may be able to continue this process, with a saving in costs and a reduction in the distances travelled by the patients. We therefore report a randomised controlled trial which examined whether blood pressure control was better or worse when patients continued to attend a specialist hospital clinic than when they were referred back to the care of their general practitioners.
Patients and methods
Patients attending the Hammersmith Hospital hypertension followup clinic were entered into the trial if they fulfilled the following criteria: a lying or standing diastolic blood pressure of 104 mm Hg or less (point of muffling of the sound) on the day of randomisation and at the preceding clinic visit; no history of malignant or accelerated hypertension; plasma urea concentration never greater than 9 9 mmol/l (59 6 mg/100 ml); and no co-existent disease requiring continued hospital surveillance. The patients had been followed in the clinic and given antihypertensive treatment for periods ranging from a few months to several years.
When the patients gave verbal consent they were randomised to continued hospital outpatient care or for referral back to their general practitioner. All patients were given a booklet about hypertension and a card indicating their current treatment and blood pressure. They were asked to present the card for completion whenever their blood pressure was taken or treatment changed either by the clinic or by their general practitioner.
When a patient was randomised for referred care a letter was sent to the general practitioner stating the aims of the trial and the fact that the patient had been "discharged." The general practitioner's co-operation was invited and it was made clear that the clinic would see the patient again in two years time or earlier if the general practitioner considered it necessary. The patients referred to their general practitioners were recalled after two years and non-attenders were sent two further appointments and a questionnaire about their current treatment, contacts with the medical services, etc. Patients in both groups were registered with the office of Population, Censuses, and Surveys so that death or emigration could be determined without delay. The patients randomised to continued hospital care continued to attend the hospital outpatient department and were examined and interviewed two years after randomisation. The hospital notes were structured in chronological order and included an entry at the time of randomisation stating whether the patient was receiving hospital or community care. All patients had to attend their general practitioner for most of their drug prescriptions. Initial measurements of blood pressure and those taken after two years were made by the doctors in the hypertension clinic using standard sphygmomanometers. In most circumstances the systolic and fourth diastolic readings were recorded after the patient had been lying for over five minutes and standing for over two minutes.
Computational and statistical methods-The change in any blood pressure measurement was computed as the difference between final and initial measurements. Statistical comparisons were made using an unpaired t test.
Results
Three hundred and seventy-six patients were randomised, 187 to hospital follow-up and 189 to general practice care. There were no significant differences between the two groups at randomisation (table I). Table II gives the measures of outcome used in the trial. The average blood pressure control after two years was similar in the two groups and close to the pressure observed at randomisation. The average blood pressure over each quarter was taken from the hospital records and the co-operation cards whenever recorded. Again no significant differences emerged between the two groups. After two years 60", of patients in the hospital group and 590o in the general practice group had a lying diastolic pressure less than or equal to 90 mm Hg. When the change in standing blood pressure was computed on an individual basis, however, the average change in the hospital group was +0 5/-1 6 mm Hg (diastolic/systolic change) against +5 5/ + 1 4mm Hg in the general practice group. These changes were significantly different between the two groups (p < 005 for both systolic and diastolic change). The trial was not designed to detect a difference in mortality. The four deaths in the hospital group were from ischaemic heart disease (2), stroke (1), and cancer (1). In the general practice group one patient died from ischaemic heart disease, one from stroke, one from bronchitis, and one from cancer, but three additional patients died, two from pneumonia and one from pulmonary embolus. The number of non-fatal cardiovascular events was higher in the hospital groupfive strokes, two myocardial infarctions, and five other cardiovascular events in this group against two, none, and two respectively in the general practice group. This difference was possibly due to incomplete recording of events in the general practice group. As 159 of this group were interviewed at the end of two years (against 164 of the hospital group) this, however, seems unlikely. Overall 30 (8°' ) patients defaulted from follow-up and 11 (3" ) stopped their treatment; 21 (11 o) of the general practice group were referred back to the hospital and an additional 11 (6%0) referred themselves back. Table III examines the processes of care in the two groups. The hospital group had their blood pressure measured an average of 12 times in two years during an average of 13 6 consultations and they received a mean of 15 5 prescriptions for antihypertensive medication. In the general practice group blood pressure was measured an average of nine times during 10 consultations and they received a mean of 16 2 prescriptions. The patients in the hospital group had twice as many investigations performed. Table IV gives the treatment being prescribed in over 5 "(, of patients in both groups at randomisation and after two years. Table V gives the important changes in treatment for thc 173 patients in the hospital group where the final treatment was definitely known and for the 166 patients in the general practice group where this information was available. Changing treatment from one drug to another was three times as frequent in the hospital group (p < 0 01) and increasing the dose at least twofold (while not starting or stopping a treatment) occurred in seven hospital patients and only one patient followed in general practice.
Discussion
In patients whose blood pressure was already well controlled by drug treatment blood pressure control after two years' follow-up in the specialist hypertension clinic was only 3 mm Hg better than that obtained by follow up by general practitioners. Three-fifths of both groups had a lying diastolic pressure less than or equal to 90 mm Hg after two years and we conclude that these patients do not require continued follow-up at the hospital. We can, however, apply these conclusions only to patients who have shown their willingness to comply with treatment by regular attendance over a period and whose blood pressure has been brought under good control. In another study in which care from the start of treatment was compared at hospital and in general practice (the initial care study), the presenting pressures of the hospital patients were higher but the eventual control achieved was better than in the patients managed in general practice.' The hospital clinics in the initial care study appeared to achieve lower pressures because of a greater willingness to use higher doses of antihypertensive drugs.
These two studies suggest that patients whose blood pressure is not quickly brought under control in general practice may benefit from referral to a specialist clinic so that better control can be achieved. Some will remain difficult to control even in specialised clinics.2 Once stable control has been attained over a few months continued attendance at the hospital is not required for most patients. This conclusion has the important proviso that a similar procedure is followed to that used in the present trial-that is, the patients are given detailed written advice about the policy adopted for treating their hypertension, their general practitioners are told equally clearly about the discharge policy, and those patients who require or want to return to the specialist clinic can readily do so.
The information given to the patients at randomisation may have contributed significantly to the outcome of the trial. It was not possible to conduct the trial in a double-or single-blind fashion and the patients in both groups may have expected and insisted on a continuation of active treatment. Moreover, both the hospital doctors and the general practitioners might have been stimulated to provide better than average care. The existence of the trial may therefore have influenced the type of care given in both hospital and general practice, but we consider that an individual patient's participation in the trial was probably soon forgotten by both the hospital doctors and general practitioners.
Nineteen patients (10",) defaulted from hospital follow-up and 11 (6>0) from general practice care. These defaulters failed to return to the hospital clinic after two years, despite being given a total of three appointments. Nevertheless, five of the hospital group and one of the general practice group who failed to return reported that they were still having treatment. Also five of the hospital group later returned to the clinic but not within six months of the end of the trial. After those who were on treatment or returned later had been excluded the default rate was 5"0 in both groups. Among the few patients who discontinued treatment it appeared that two in the hospital group and four in the general practice group stopped treatment on medical advice. These differences were not significant. 
